A giant inguinoscrotal bladder hernia as a cause of chronic renal failure: A rare case  by Karatzas, Anastasios et al.
A
c
A
E
a
b
a
A
R
R
1
A
A
K
C
B
L
G
1
u
f
i
s
u
t
o
a
l
o
r
l
2
p
s
D
f
2
hCASE  REPORT  –  OPEN  ACCESS
International Journal of Surgery Case Reports 4 (2013) 345– 347
Contents lists available at SciVerse ScienceDirect
International  Journal  of  Surgery  Case  Reports
j ourna l ho me page: www.elsev ier .com/ locate / i j scr
 giant  inguinoscrotal  bladder  hernia  as  a  cause  of  chronic  renal  failure:  A  rare
ase
nastasios  Karatzasa,∗, Gregory  Christodoulidisb, Michael  Spyridakisb, Christos  Stavarasa,
vangelos  Aravantinosa,  Michael  Melekosa
Department of Urology, University of Thessaly School of Medicine, Larissa, Greece
Department of Surgery, University of Thessaly School of Medicine, Larissa, Greece
 r  t  i  c  l  e  i  n  f  o
rticle history:
eceived 6 August 2012
eceived  in revised form
2 November 2012
ccepted  17 December 2012
vailable online 26 January 2013
a  b  s  t  r  a  c  t
INTRODUCTION:  Giant  inguinoscrotal  bladder  hernias  are  very  rare and require  surgical  intervention.
They  usually  do not  cause  any  speciﬁc  symptoms  and  thus, they are often  misdiagnosed.  If  left  untreated
though,  they  might  lead  to severe  medical  conditions,  such  as  renal  failure.
PRESENTATION OF CASE:  We  present  the  case  of  a 71-year-old  male  patient  suffering  from  a  giant  inguino-
scrotal  mass,  accompanied  by symptoms  of the lower  urinary  track  (LUTS)  and chronic  renal  failure.
DISCUSSION: In our case,  the patient  presented  with  bladder  hernia  causing  non  speciﬁc  symptoms  ofeywords:
hronic renal failure
ladder  outlet obstruction (BOO)
ower urinary track symptoms (LUTS)
iant inguinoscrotal bladder hernia
renal  failure.  In  contrast  to acute  renal  failure,  a chronic  renal  impairment  most  often  comes  with  no
speciﬁc  symptoms  and  thus,  it can  be present  for many  years  before  the  diagnosis  is made.  It is evident
that  such  serious  conditions  should  be suspected  and  treated.
CONCLUSION: Inguinoscrotal  bladder  hernias  may  be  associated  with  severe  medical  conditions,  such
as  renal  deterioration,  and  should  be  considered  in the  differential  diagnosis  of  renal  failure,  when
inal,  
gical accompanied  by any  ingu
© 2013 Sur
. Introduction
Urinary bladder herniation through the inguinal canal is an
ncommon disorder that requires surgical intervention. Resulting
rom the combination of insufﬁcient abdominal wall tissue and
ncreased intra-abdominal pressure, the bladder prolapse into the
crotum is very rare and often misdiagnosed. Elderly males most
sually are affected and present with scrotal swelling and obstruc-
ive urinary tract symptoms, typically symptoms of bladder outlet
bstruction (BOO) and/or urinary infection.1
Yet, even most patients suffer from mild to moderate symptoms,
 massive inguinoscrotal bladder hernia, if left untreated, might
ead to severe medical conditions, such as renal failure.2 We report
n a case of a 71-year-old male patient presenting with chronic
enal failure, urinary dysuria complaints and clinically palpable
arge inguinoscrotal mass.
.  Presentation of caseA 71-year-old man  referred to the urology outpatients com-
laining of a large, long standing, left scrotal mass, weak urinary
tream, nocturia and mild dysuria. He reported that the mass was
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there for the past ten years, without causing him any symptoms.
For the last three years, he had some difﬁculties in the micturition,
which made him to address a urologist. He particularly mentioned
that he had to compress his left hemiscrotum in order to initi-
ate the urination and that he was going to the toilet every 2 h at
daytime and 3–4 times at night. He was feeling fatigued all the
time and looked pale, which was attributed to his bad sleep habits.
From his medical history, he had no previous operations in the left
inguinal area and suffered from mild hypertension, treated with
antidiuretics.
Physical examination revealed a large left hemiscrotum, with
inability to palpate the left testicle, the spermatic cord and the
external inguinal ring. An ultrasound was  arranged, which showed
dilatation of the left kidney and ureter, with thinning of the renal
parenchyma and a sliding urinary bladder into the left hemiscro-
tum (Fig. 1). An abdominal CT scan conﬁrmed our initial ﬁndings
(Fig. 2), while the laboratory tests showed signs of chronic renal fail-
ure (blood urea nitrogen was 49 mg/dl and creatinine was 4.3 mg/dl,
with mild anemia).
A  decision was  then made to operate on the patient. A ureteral
stent was placed preoperatively in the left ureter, aiming at reliev-
ing the obstruction on one hand, but mainly, at guiding us during
the groin exploration on the other. The stent was  placed ret-
rogradely, ﬁnding no particular difﬁculty during the procedure.
Open access under CC BY-NC-ND license.The patient was  operated under spinal anesthesia. After incising
the skin, subcutaneous tissue and external oblique aponeurosis,
the spermatic cord was  elevated from the posterior wall of the
inguinal canal. An indirect hernia was discovered. The bladder was
NC-ND license.
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Fig. 1. Ultrasound of the sliding bladder into the scrotum (B).
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Big. 2. Abdominal and scrotal CT: clear visualization of the giant inguinoscrotal
ladder hernia (B), with the dilated left ureter (U) and left renal kidney (K).
evealed and dissected off the spermatic cord (Fig. 3). It was  then
eplaced into its native position. A Lichtenstein open tension free
esh hernioplasty was employed for the surgical reconstruction of
he inguinal hernia.3 A polypropylene plug was inserted into the
nguinal ring and a polypropylene mesh (3 × 5 in.) was trimmed to
t the ﬂoor of the inguinal canal.
ig. 3. Surgical exploration of the left groin: clear visualization of the bladder. (B):
ladder, (T): left testicle.PEN  ACCESS
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There were no complications in the early post-operative period.
The patient was  mobilized early and the Foley catheter was  left
in place for 7 days. The ureteral stent remained for 3 months,
during which the patient gradually improved his renal function
(blood urea nitrogen was 23 mg/dl and creatinine was  1.9 mg/dl,
six months after the operation). After hernia restoration, the
patient improved signiﬁcantly his LUTS. He stopped complaining
for urgency and frequency, while on the other hand, he restored
his micturition; he had improved his stream and had no signiﬁ-
cant strain in order to begin his urination. He had been checked
periodically with uroﬂowmetry and ultrasound, which revealed an
average Q max: 18 ml/s and PVR not more than 20–30 cc. Follow
up cystography was done after one and six months, without any
evidence of bladder inguinal hernia.
Finally, the patient gave his written consent and our paper has
been approved by the Ethics Committee of the University Hospital
of Larissa, Greece.
3. Discussion
The incidence of bladder involvement in inguinal hernias is less
than 4% and may  reach 10% in the elderly patients. Predisposing fac-
tors may  be obesity, weakened lower abdominal musculature and
BOO.3 They are more often direct and can be limited to the inguinal
canal or can reach the scrotum. Most cases are asymptomatic and
are usually found incidentally at the time of herniorrhaphy.2 If BOO
is present though, patients are not asymptomatic and they mostly
complain of their lower urinary track symptoms (LUTS), rather than
the hernia itself. It is these patients that most often are misdi-
agnosed of having benign prostate hyperplasia or some form of
prostatitis, and in the cases of large scrotal masses, this could lead
to some major complications, such as renal failure, bladder necrosis
and scrotal abscess.4
It is evident that such serious conditions should be suspected
and treated. Both ultrasonography and CT of the lower abdomen
and scrotum may  aid in the diagnosis of a bladder hernia, and
should be immediately performed when a suspicious comorbid-
ity exists.5,6 Still, compression of the scrotum in order to initiate
the urination can be often diagnostic of this condition.
In our case, the patient presented with LUTS and non speciﬁc
symptoms of renal failure. In contrast to acute renal failure, a
chronic renal impairment most often comes with no speciﬁc symp-
toms and thus, it can be present for many years before the diagnosis
is made. It is crucial that a high risk patient be monitored regu-
larly; otherwise the diagnosis may  delay until the kidneys have
already been damaged. Furthermore, some of the symptoms – such
as fatigue – may  have been present for some time, but can develop
so gradually, that they are not noticed or attributed to renal failure.7
Our patient suffered from hypertension, which had been
treated with antidiuretics, and fatique, which was  falsely initially
attributed to his LUTS. He had an obstructed left ureter, due to the
bladder hernia, which added to the known risk factor of hyperten-
sion in the developing of renal damage, even if the other kidney
seemed at the time of diagnosis not severely impaired. Indeed,
our evidence showed an improvement of the total renal function
six months after the surgical repair of the inguinal bladder her-
nia.In the case of renal deterioration due to obstruction from a large
inguinoscrotal bladder hernia, stenting the ureter is of little or tem-
porary beneﬁt for the kidney. The ureter is usually strangled into
the inguinal canal, which makes the relief from the obstruction less
feasible, while the risk of damaging the ureter remains high. Thus,
surgical repair is recommended, aiming at the replacement of the
bladder into the Retzius space. In the past, a partially resection of
the herniated portion of the bladder was routinely performed, but
nowadays our approach has changed in that the bladder should be
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educed and resected only in the presence of a tumor in the hernia-
ed bladder, bladder necrosis, or herniated bladder diverticulum.
n our patient the bladder replacement was followed by a standard
esh procedure, as recommended.8–10
. Conclusion
In rare cases, inguinoscrotal bladder hernias may  be associated
ith severe medical conditions, such as renal deterioration, and
hould be considered in the differential diagnosis of renal failure,
hen accompanied by any inguinal, scrotal, or low abdominal wall
ernia. The bladder should be completely replaced back into the
etroperitoneal space whenever possible. A tension-free herniorra-
hy with or without mesh should be performed for the correction
f the anatomical defect.
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